Background: Common mental disorder such as depression, somatoform disorder and anxiety are increasingly recognized for their burden in low resource countries such as Ethiopia. However, the magnitude of antenatal common mental disorder in Ethiopia is not well established. Pregnancy is generally assumed to be a happy time, both for parents and society as a whole. But pregnancy can be a difficult and even a dangerous period for women living in low and middle income countries.
Introduction
According to the World Health Organization (WHO) health is not the mere absence of disease but a complete physical, mental, social, emotional and spiritual well-being [1] . Mental health refers to a broad array of activities directly or indirectly related to the mental well-being component included in the WHO definition of mental health. "A being of well-being, in which the individuals realizes his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully and is able to make a contribution to his or her community [2] . Mental disorders is a collection of mental problems that may not fall into standard diagnostic criteria and are characterized by symptoms of insomnia, fatigue, irritability, forgetfulness difficulty in concentrating, and somatic complaints [3] .
Common Mental Disorder (CMD) is a mental health problem which manifest with different levels depressive, anxiety, panic or somatic symptoms. It also presents without actually being ill in a medical sense. This problems has a direct or indirect effects on the individual's psychology, social functioning and affects many aspects of life including relationships, work and health [4] .
Pregnancy is a time when a woman experiences major psychological and biological changes. Many factors can affect the emotional state of the mother during pregnancy. These changes might predispose her for mental distress. Studies have shown grave consequences both on the mother and on the fetus in high and LMIC countries like Ethiopia. Screening might decrease the occurrence, early treatment and prevention of complications of CMD [5] .
A qualitative study in rural Butajira, south central Ethiopia, found that emotional distress in pregnancy was linked to fear of dying in childbirth, becoming pregnant within one year of delivery of the previous child, marital and economic difficulties and unwanted pregnancy, for example when a child is conceived outside of marriage. In a context where women may be held responsible for poor prenatal outcomes, prenatal depression may also be expected to be more common [6] .
Materials and Methods

Study setting and population
Institutional based cross sectional study was carried from April 01 to May 15, 2016 in Hawassa University referral Hospital. Pregnant women attending Antenatal care in the Hospital during study period were included in the study.
The final sample size was 215 and systematic sampling technique was employed to select the study population based on willingness and conditions of inclusion and exclusion criteria.
Variables
Dependent variables
• Common mental disorder: Yes or No.
Independent variables
A. Demographic variable
• Age;
• Marital status;
• Ethnicity;
• Religion;
• Educational level.
B. Socioeconomic status
• Low income/household income.
C. History of substance use
• Khat;
• Tobacco (cigarette);
• Alcohol.
D. Obstetric variables
• Miscarriages;
• Abortions;
• Gestational age.
E. Current pregnancy variables
• Unplanned pregnancy;
• Unwanted pregnancy.
F. History of chronic illness
• STIS/including HIV;
• Hypertension.
G. Psychological factors
• Community support;
• Baby's father support;
Even though there is evidence that socio-cultural practices may help to maintain prenatal mental health in women in rural Ethiopia, this might not be the case in urban settings where prenatal rituals are not practiced strongly. The lack of awareness about depression in pregnancy and stigma in reporting depression during pregnancy means that the majority of women with prenatal depression in Ethiopia remain untreated, with adverse consequences for both themselves and their babies [6] .
For all of the reasons summarized above, there is a strong argument to try to address the large gap in untreated prenatal depression. The prenatal period is the time in a woman's life when she is most likely to be in contact with health services through attendance at Antenatal Care Clinics (ANC). In Addis Ababa, around 90% of pregnant women attend ANC [7] .
Significant proportion of the world population is affected by common mental disorder of which pregnant women are the once. Studies have revealed pregnancy has been shown to increase women's vulnerability to mental disorders in different countries like Bangladesh and Pakistan had experienced depression and anxiety. There was a consensus among studies that the mean prevalence of CMD during pregnancy is 20% [8] .
In a prospective cohort study carried out in Brazil, the prevalence of prenatal Common mental disorder (CMD) was 33.6%, with 7.6% of newborns having Low Birth Weight (LBW) and 6.9% pre-term births, but the study did not find any association between CMD or LBW or preterm delivery. The study concluded that CMD prevalence is high among low-income and low risk pregnant women attending a public health service [9] . In population-based cohort studies from Bangladesh [10] and Pakistan [11] and a facility-based. Cohort study from India [12] , prenatal depressive and anxiety symptoms were associated significantly with LBW. In a study done in rural South Africa, where there is a high prevalence of HIV and where most women will test for HIV for the first time during their pregnancy, findings were of a high prevalence of depression (46.7%). Lack of access to a regular income and never having practical support from a partner, partnership and family conflict, as well as testing HIV positive were significantly associated with depression [13] .
Pregnancy is generally assumed to be a happy time, both for parents and for society as a whole, but pregnancy can be a difficult and even a dangerous period for women living in low-and Middle-income countries (lmics). In Ethiopia, according to the 2013 global report by the World Health Organization (WHO), maternal mortality is estimated to be 420/100,000 live births [14] .
In this harsh reproductive health context, it is perhaps not surprising that the prevalence of Common mental disorders during the antenatal period, mostly depression and anxiety (15.6%), is found to be higher in pregnant women in lmics compared to women living in high-income Countries [15] . In developing countries common mental disorders are not regarded as life threatening problems. Seems too insignificant, unworthy and lacking public health attention. Because in these countries morbidity and mortality due to malnutrition and infectious diseases are very common [2] .
In order to guide development of appropriate interventions, it is critical to understand the extent to which pregnant women are prone to CMD. Therefore interventions are required that address both the social and medical risk of CMD and the disabilities and economic deprivation that are a consequence of CMD.
Data collection and analysis
Data collection tool: Structured interview questionnaire and measurement scales prepared in English and Amharic languages and used for data collection. The data questionnaire consists of two main parts:
• Questionnaires on Demographic characteristics, socioeconomic status and history of substance use, obstetric variables, current pregnancy variables, history of chronic illness, psychological factors.
• Self-Reporting Questionnaire (SRQ).
SQR:
In order measure the presence of mental illness our study employed the self-reporting questionnaires 20 item (SRQ-20). This consists of 20 yes/no questions with a reference period of the previous thirty days. It had acceptable level of reliability and validity in developing countries and is recommended by the world health organization (WHO) as a screening tool. It has previously been used to measure maternal illness in a four country study which included in Ethiopia where a cut off score of 6 or more was used to separate probable non-cases/cased of conmen mental disorder [16] .
Data collection: First, prepared the hard copy of those questionnaires then select among the five members of the group, who are final year regular nursing students of Hawassa University to disseminate the questionnaire by attending at the area before conducted the main study.
The study participants were informed by the data collectors about their voluntary participation, purpose of the study with its importance as well as the significance of true information provision, and confidentiality issues. During data collection the data collectors provided counseling for emotional support and appropriate information to avoid miss-conception in mental health issues.
Data quality control measures
To assure the data quality, the questionnaire was translated from English to Amharic. Then training of data collectors, questionnaire pretesting on 5% of the sample at Adare Hospital, Hawassa, Ethiopia and continuous supervision during data collection was made. The collected data was checked for completeness and consistency by the group members throughout the data collection period for data quality and completeness.
Data analysis: All the collected data was checked for its completeness and the result was describe by absolute number and percent and also display using tables and charts as necessary, and the data was analyzed after entering into Statistical Package for the Social Sciences (SPSS version 20) for analysis. Significance of the study was obtained at p-value ≤0.05.
Operational definition
Antenatal care: A care provided to pregnant women before birth.
Common mental disorder:
Defined based on the cut off score of the self-reporting questionnaire (SRQ-20) items, participants who scored 6 or more were taken as CMD.
Unplanned pregnancy: Are pregnancies that are mistimed, unintended at the time of conception. Unwanted pregnancy: Are pregnancies that are not accepted, weather it is planned or not.
Prenatal lose: Lose of relatives during pregnancy due trauma etc.
Poor health status:-health status of pregnant women's which manifest with some minor health problems like, (headache), ongoing health concerns like, (DM and HIV) and serious health concerns like, (hypertension).
Ethical consideration
Ethical clearance was obtained from Ethical review committee of Hawassa University. Official letters was submitted to the Hawassa University referral hospital then the data was collected after taking consent from the study subjects followed a brief discussion and explanation with the women who attend ANC about the purpose and importance of the study. Confidentiality was maintained by omitting their name and personal identification and data was collected only from those who are willing to participate. Participant's involvement in the study was on voluntary basis; participants who are unwilling to participate in the study and those who wish to quite their participation at any stage was informed to do so without any restriction (Tables 1-4 ).
Results
Socio-demographic characteristics
We distributed 237 questionnaires among those the participants and 232 available for analysis giving response rate 97.9%. The mean age of the respondent was 26.6, the age of the respondent's ranges from 16-43 years. The mean income of the respondents was 3337.86 Ethiopian birr.
Prevalence and associated factors of common mental disorders
Among the participants (232) of pregnant women, 108(46.6%) had CMD. As shown in Table 5 the following variables marital status, miscarriage, health status before current pregnancy, community support and baby's father support were statistically associated with antenatal CMD in the bivariate analysis. However, poor health status [some minor problem (headache), ongoing health concern (diabetes mellitus) and serious health concern (hypertension)] before current pregnancy was the associated factors with CMD among pregnant women who attend ANC in the multivariable analysis. As shown in Table 5 those women who had health problem before their current pregnancy were more likely to have antenatal CMD than those who have no problem at all. Those with some minor health problem (headache) were two times, Ongoing health concern (diabetes mellitus) 2.83 times and Serious health concern (hypertension) 4.17 times more likely to have CMD than those who did not have health problem at all (AOR, 95% CI 2 (1.06-3.77), (AOR, 95% CI 2.83 (1.21-6.66) and (AOR, 95% CI 4.17 (1.24-13.98) respectively.
Discussion
In the context of previous studies that have shown a high prevalence of CMD in pregnant women in LMICs, the study tried to assess symptoms of CMD among pregnant women who came for ANC follow up. We found that 108 (46.6%) of pregnant women attending ANC service at Hawassa referral hospital had CMD among participants women of 232 pregnant women, including suicidal ideation, as indicated by a score of six or more on the self-reporting questionnaires . This estimate falls at the upper margin of the WHO report of CMD (5.2% to 32.9%) [15] and also higher than the other study that were done in Adama [17] and St. Paulos Hospital [5] (31.2% and 26%) respectively. Also when we compare it with the other study that was done in Butajira, rural part with in the community, it was found to be much higher (12%) [18] . This can be because of the ongoing health concern 27 11.6
Serious health concern 14 6.1 difference in the study area were in the urban part (Hawassa) women are more educated and might be more aware and tend to report more on their CMD symptoms and other factors like, socio-demographic characteristics and socioeconomic factors might be different. But when we compare it with other study that was done in Addis Abeba health center, it was found to be lower than (53.4%) [19] . The other factor what inhibit direct comparison is the different screening instruments which were used in above mentioned studies except Butajira study and St. Paulos Hospital study which used SRQ-20, other were not validated.
Status of pregnancy
Number of children
When the result of this study is compared with other countries like South Africa, it was found to be comparable (46.7%) [20] and higher than with Brazilian study (33.6%).
In the study that was done in Adama hospital marital conflict, previous induced abortion, fear of pregnancy complication, economic problems and unwanted pregnancy were found to be associated significantly with CMD during pregnancy and in other study that was done in Addis Ababa health center, having no formal education, being in elementary school, unplanned pregnancy, support from the baby's father and previous history of depression were associated with CMD during pregnancy. In a study done in rural South Africa, lack of access to a regular income and never having practical support from a partner and family conflict were significantly associated with CMD. In study that was done in Addis Abeba, at the Saint Paul's Hospital ANC clinic among pregnant women in their third trimester attending ANC women with obstetric problems in their current pregnancy, unplanned pregnancy, and psychiatric illness in the past were found to have a strong association with the presence of significant CMD [21] . But in our study pregnant women with previous history of health problem were more likely to be affected or were significantly associated with CMD than those with no health problem before current pregnancy. Those with some minor health problem (headache) were two times, Ongoing health concern(diabetes mellitus) 2.83 times and Serious health concern(hypertension) 4.17 times more likely to have CMD than those who did not have health problem at all (AOR, 95% CI 2 (1.06-3.77), (AOR, 95% CI 2.83 (1.21-6.66) and (AOR, 95% CI 4.17 (1.24-13.98) respectively.
Conclusion and Recommendation Conclusion
In our study among total 232 respondents we have drown the following conclusions.
• The prevalence of CMD among pregnant women who came up for ANC follow up at HURH was higher.
• Pregnant women's with previous history of health problem before current pregnancy was significantly associated with CMD.
• In this study, there was no significant association of CMD with age, religion, ethnicity, marital status, monthly income, obstetric complications and status of pregnancy [22] [23] [24] [25] [26] . 
Recommendation
• We recommend to HURH MCH staff members to give comprehensive interventions are important to reduce the burden of CMD and health care professionals need to enquire about the relevant associated factors especially those pregnant women with previous health problem using such screening instrument and linking to psychiatry unit of pregnant women with high responses of SRQ-20. Such actions will have an enormous public health impact and will contribute to improve the quality of life of the millions of women, their children and even relatives living in low and middle income countries [27] [28] [29] .
• Further comprehensive studies concerning CMD are critical to understand the extent to which pregnant women are prone to CMD and to know cause and effect relationship.
Limitations
This study was a cross-sectional study and thus the cause and effect relationship was difficult to establish. Variables such as smoking cigarettes, drinking alcohol and chewing Khat are less socially acceptable and thus prone to social desirability bias [30] [31] [32] [33] .
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